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Abstract
Objectives: The analytical goal of this project is to better understand the association of sexual
orientation disclosure among different social networks of Thailand men who have sex with men
(MSM) and depression. Along with this, we aim to extensively explore the intersectional
influence of social support and intimate partner violence (IPV) experiences with each other, with
disclosure, and ultimately depression outcomes.

Methods: The secondary dataset for this project was comprised of results from a cross-sectional
study. This study utilized a web-based epidemiological and behavioral survey, distributed among
young MSM ages 15-24. Self-reported data was provided through collaboration with Mahidol
University and was stripped of any identifying variables related to participants. While data was
collected in various countries making up the Greater Mekong Sub-Region, this study was
specific to 1468 respondents from the country of Thailand.

Results: Over 50% of the 1468 respondents in this sample were categorized with depression.
Sexual orientation disclosure was investigated among four social groups: (1) “Other people in
the same school/university/workplace”, (2) “Friends outside school/university/workplace”, (3)
“Teachers in your school/university/boss in your workplace”, and (4) “Family members”. Across
each group, those who disclosed to everyone consistently were found to have a lower prevalence
of depression. This association was statistically significant for all groups (p<0.050) except for
“Family members” (p=0.052). Full disclosure to social groups was found to have a statistically
significant association with increased social support. Most respondents (43.9%) were categorized
with low social support, and this group had the highest level of depression compared to those
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with more social support. An increase in levels of social support correlated with a statistically
significant association for lowered depression outcomes. Experiences of IPV within the last six
months had a statistically significant relationship with depression (p=0.002). An association
between being a victim of IPV, alone and in conjunction with being a perpetrator, was associated
with increased odds of depression, however IPV experiences did not meaningful differ based on
disclosure.

Conclusions:
Thai MSM show higher rates of depression among social groups that they do not disclose their
sexual orientation to compared to groups that they do. An increase in social support correlates
with full disclosure among social networks, and appears as a prominent, partial mediator to
depression outcomes. While the IPV experience of being a victim is shown to be associated with
the highest reported levels of depression, followed by the experience of being both a victim and
perpetrator, IPV experiences generally remain unaltered based on disclosure status. No
statistically significant association is seen between social support and IPV types, however they
individually have a clear association with depression.
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Introduction
For individuals identifying as part of the lesbian, gay, bisexual, transgender, and queer
(LGBTQ) community, navigating sexual identity and how to disclose it are key developmental
and expressive processes. The act of remaining ‘closeted’ or ‘coming out of the closet’ refers to
when LGBTQ individuals become selectively/publicly open to the wider community about their
sexual orientation. Key environmental and social factors influence when and to whom someone
discloses their sexual orientation, including self-esteem, potential for acceptance, perceived level
of emotional or physical harm, and social stigma.1 Having a supportive and close community to
disclose to can potentially act as a buffer between the stress of coming out and worsened mental
health outcomes. Lacking this community can negatively impact someone’s long-term health and
lead to decreased self-comfort, acceptance and identity development.2 Ones family can serve as
an important social group, as family acceptance and understanding towards sexual orientation
disclosure can affect personal development and progressive well-being. Studies have supported
findings between the association of family rejection related to sexual orientation disclosure and
higher levels of negative health outcomes, including depression.1,3,4
Depression itself can be clinically characterized as experiencing one or more depressive
episodes involving 2 weeks of depressed mood, along with being defined in terms of attributes
such as alterations in mood, negative self-concept, self-blame, self-punitive wishes, or activity
level.5 Grappling with personal acceptance and from others in immediate social circles can
cultivate additional stress that ultimately translates into diminished mood and increased
experiential involvements in violent behaviors. Depending on one’s racial and ethnic
background, these negative stressors related to coming out can be compounded and lead to
predisposition for mental health outcomes like depression. Research findings surrounding spaces
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for sexual minority men have proposed that White respondents experience the lowest levels of
stigma, followed by Hispanic/Latino and Asian respondents, and finally by Black respondents
who report the highest levels.6
Social stigma of gay communities within Western cultures may differ in subtle manners
from that in Southeast-Asian countries. Thailand sentiment towards the LGBTQ community has
been popularized in urban areas and described as a “gay paradise” or “safe haven”.7 Thailand
currently only recognizes legal marriages between heterosexual couples but does ensure that
LGBTQ individuals have protection from gender discrimination due to “The Gender Equality
Act B.E. 2558”. Despite this, many LGBTQ individuals prefer adhering to heteronormative
gender roles and pretending to be heterosexual to avoid potential gossip, anti-gay comments, and
ensure better job security.8 This pressure undoubtedly influences the degree to which Thai
LGBTQ individuals disclose their sexual orientation and to whom. This is relevant considering
one study that reported 98% of MSM having experienced some form of homophobia, and
another reporting half of MSM discrimination events being due to sexual orientation or gender
identity.9,10 This is consistent with the idea that minority-specific attitudes may influence
discrimination and victimization, especially among Thai MSM. Research specific to Thai MSM
communities has increased in recent years, however a clear gap remains in determining the
influence that sexual orientation disclosure has on the health outcome of depression and the
influencing role of other variables such as social support or IPV on this prevalence.
IPV is defined as intimate partners or spouses engaging in interpersonal violence, either
physical, sexual, psychological, or financial.11 IPV rates of 15-71% among women in
heterosexual relationships are well-documented, however there remains a scarcity of analysis
among same-sex relationships.12 Several studies that have analyzed IPV prevalence among
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LGTBQ+ individuals provide estimates between 5.75% and 54% for MSM.13–16 Those who
experience some form of IPV typically exhibit deleterious health outcomes whose nature can be
psychological (e.g. chronic mental illness, depression) and/or physical (e.g. injuries, HIV
infection).17 A history of IPV actions can take a mental toll on individuals and contribute to
social isolation that may heavily contribute to risk for depression. This is particularly relevant for
forced sex, which can increase predisposition to depression, lowered incidence of positive selfimage, and sexually transmitted infections.18,19 In a Canadian study attempting to elucidate
predictors of depressive behavior in gay and bisexual men, it was found that the majority of
respondents had experienced at least one form of anti-gay violence or marginalization that
included bullying, harassment, and physical violence.20 The effect of IPV on health, such as
comorbidities, are thought to be higher among same-sex relationships, possibly due to the social
stigma that surrounds LGTBQ+ individuals, elevated substance/alcohol use in same-sex
relationships, and minimal health resource availability.19
Most datasets and studies on IPV fail to distinguish between who is considered a “victim”
and “perpetrator”. This is an important distinction since consistent perpetrators of such violent
behaviors may have specific influences like internalized self-esteem issues, or a history of
trauma and IPV. One unique study analyzing male-to-male sexual behaviors determined that
18.4% of respondents were found to have a history of forced sex, and of this, 67.3% reported
being forced more than once.21 It is the goal of this study, by conducting a secondary data
analysis, to examine the associations between sexual orientation disclosure to different groups of
individuals and depressive outcomes among Thai MSM. We also sought to determine the extent
to which social support and experiences of IPV might mediate or explain some of the association
between full disclosure about sexual orientation and self-reported depression. It is possible that a
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lack of sexual orientation disclosure to others may lead MSM community members to have
diminished self-esteem, increased shame, and to lack perceived social support. Driven by selfinsecurity, homophobic cultural attitudes, and a lack of healthy outlets to channel frustration, this
can impact the development of healthy relationships with others. This can transpire into
increased susceptibility to IPV experiences, and ultimately long-term depression outcomes. This
study is aimed at informing future policy and community efforts aimed at providing resources to
Thai MSM who may experience deleterious emotional health outcomes related to violent
behaviors and sexual orientation.

Methods
Data Source and Study Design
The data for this study came from the cross-sectional Pulse – Asia Internet MSM Sex Survey
research project, which was conducted over a 36-month time period May 2017 and April 2020.
The survey was conducted in 10 countries throughout the Greater Mekong sub-region, which
have experienced a sudden rise in recent years of mobile technological utilization. This rise,
coupled with an elevated HIV prevalence among young MSM, made these countries a target
choice to inform and acquire behavioral evidence related to MSM networks. The objectives of
the overall study were to describe HIV risk behavioral trends and prevalence, syndemic
relevance between those risk behaviors and conditions, and to characterize a treatment cascade
over time. This study was organized through a collaboration between the Asia Pacific Coalition
on Male Sexual Health (APCOM) and Department of Society and Health, Faculty of Social
Sciences and Humanities, Mahidol University. It utilized a web-based epidemiological and
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behavioral survey to acquire participant information. For the purpose of this analysis, we used
data gathered from the Thai sample baseline period.

Study participants and recruitment
This quantitative study focused only on young men within Thailand, and of the 1495 respondents
in this region, a total of 1468 were included in the final analysis. Study participants were
recruited through a web-based epidemiological and behavioral survey distributed among young
MSM between the ages of 15-24 years of age. The survey tool was developed from focus group
discussions that arose in collaboration with the NGO partners from five counties and Mahidol
University. The Internet was the proper medium chosen for distribution due to the high
penetration of internet usage among these communities, the perceived anonymity, and the
minimized stigmatization of homosexuality within online spaces. Recruitment of participants
specifically occurred via several social networking websites popular among young MSM, gayoriented social applications, and email lists with potential participants provided by NGO
partners. Upon accessing the survey tool, study participants would enter the study welcome page,
be provided with a unique ID, and could choose their survey language of preference. Following
this, respondent’s eligibility to participate was assessed, they were provided with a study
overview, and contact information for any further inquiries. The option to resume a previously
started and incomplete survey was allowed, and participants could also learn about the research
teams involved in the study. The survey tool was designed to take approximately 20 minutes for
completion. An assurance over participants responses being secure and confidential was
provided, in addition to knowledge that data would be stripped of any potentially identifiable
information upon public availability.
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Conceptual Model
The primary objective of this study was to understand the relationship between disclosing one’s
sexual orientation on emotional health and possible mediating influence that other related
variables would have. Several associations had to be probed to determine the association
between sexual orientation disclosure and the potential mediating effects of social support and
IPV. The six pathways explored are illustrated in Figure 1.

Measures
Primary Dependent Variable
Depression: To provide an accurate assessment of mental health among participants, the Center
for Epidemiologic Studies Depression Scaled Revised (CESD-R-10) was included in the survey.
This is a self-reported measure of depression and operates as a shortened version of the original,
more comprehensive Center for Epidemiologic Studies Depression Scale (CES-D).22,23 The
CESD-R-10 scale consists of items probing into symptoms and behavioral patterns that are
commonly associated with depression. CESD-R-10 use in epidemiological studies to discern
emotions or behaviors that algin with depressive symptoms has been well-studied, and it is
considered a valid and accurate tool for predicting depressive outcomes in individuals 24–26.
Depending on a participant answer to a question, responses will be scored on a scale of 0-3. If a
respondent fails to answer more than two items on the survey then they are considered missing,
but otherwise they will have their total score calculated by summing the remaining 10 items.
From this scale, a dichotomized variable was created. If a participant scored 10 or above, then
they were considered depressed and were coded “1”, if they scored below 10 then they were
considered not depressed and were coded “0”.
11

Primary Independent Variable
Sexual Orientation Disclosure: Participants were presented with four social networks and asked
to gauge to what degree they had told the people in those groups their sexual orientation. Three
networks encapsulated friends or colleagues through: (1) “Other people in the same
school/university/workplace”, (2) “Friends outside school/university/workplace”, and (3)
“Teachers in your school/university/boss in your workplace”, subsequently referred to as “People
in school/work”, “Friends outside school/work”, and “Teachers or Boss”. The fourth network
was exclusively referred to as (4) Family members. For each network, if an individual stated that
they had told everyone their sexual orientation then their response was coded as “1”, but if they
stated that they had not told everyone then it was coded as “0”.

Mediating Variables
Social Support: Social support was a continuous variable based on responses to the “Scale of
Social Provisions-10 items (ÉPS-10)”. This abbreviated scale has been validated in multiple
studies and measures social support availability with questions analyzing attachment and social
integration with scores attached to each answer.27–30 The total possible score is out of 40, with
higher scores correlating to higher social provisions and lower ones indicating lower social
provisions. No set thresholds distinguish considerations for low or high social support, so based
on the 33rd (30), 66th (34) and 99th (40) percentile of respondent scores, a 3-level categorical
variable was created (1 = Low support, 2 = Medium support, 3 = High support).
Intimate Partner Violence: Participants answered four questions related to ever having
experienced IPV within the last 6 months. For all questions, participants were explicitly asked to
differentiate between whether they had no history experiencing the behavior described, and if
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they had experienced it, identifying as either the perpetrator, the victim, or both. If an individual
answered “Never” to having engaged in any of the IPV experiences, they were coded as “0”. A
participant would be coded as “1” if they were identified as a perpetrator of IPV. Participants
could have answered “Never” or “I did it” to any of the four behaviors but had to have answered
“I did it” for at least one for this label. A participant would be coded as “2” if they were
identified as a victim of IPV. Participants could have answered “Never” or “It was done to me”
to any of the four behaviors but had to have answered “It was done to me” for at least one. A
participant would be coded as “3” if they were identified as having been both a perpetrator and
victim of IPV. Participants could have answered a combination of “Never”, “I did it”, “It was
done to me”, or “Both” to any of the four behaviors, but they had to have answered in a manner
indicating they had done both actions.

Demographics and Social Characteristics: The participant demographic and social
characteristics included area of residence, age, sexual orientation, work and education status,
income per month, and religion. “Age” was dichotomized (0 = 15-17, 1 = 18-24) to provide a
distinction from participants who were teens and adults. The variable distinguishing a person’s
highest education was collapsed from six categories to three (1= Secondary or less, 2 =
Vocational, 3 = Bachelor’s or higher).

Data Analysis
We used descriptive statistics to summarize the sociodemographic characteristics of the sample.
Chi-square tests were used to examine the associations between these sociodemographic
variables and the prevalence of depression. Following this, we examined the distribution of the
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four sexual orientation disclosure variables, levels of social support, and experiences with IPV,
and their associations with depression using chi-square tests and logistic regression modeling.
Multivariable models were utilized to adjust for sociodemographic characteristics. To determine
whether social support and IPV may be mediators of the association between disclosure and
depression, we also sought to examine the associations of each of the four disclosure variables
with social support levels and IPV experiences. Finally, to test the hypothesized mediating effect,
we ran a series of three logistic regression models for each of the four disclosure variables. In
addition to the given disclosure variable and the sociodemographic control variables, the three
models included 1) level of social support, 2) experience of IPV, and 3) both of the potential
mediators. Attenuation of the effect of disclosure on depression with the addition of the potential
mediators was taken as evidence supporting the hypothesized mediation pathway. A p-value of
less than 0.05 was considered statistically significant. All analyses were performed using
statistical analysis software SAS, version 9.4 (SAS Inc., Cary, North Carolina).

Results
Table 1 describes the sociodemographic characteristics of the total sample of 1468
participants. A large number (586; 39.9%) reported living in the capital city of Bangkok,
followed closely by those (531; 36.2%) who lived in a different Thai city. The age distribution
was comprised of 1287 adults (87.7%) and only 181 (12.3%) teens. This survey specifically
focused on the MSM community, aligning with a large sample skew of 1209 (82.4%) identifying
as “Gay” and, to a lesser extent, those 217 (14.8%) who identified as “Bisexual”. A nearly
identical amount of 812 (55.3%) respondents indicated not working and 813 (55.4%)

14

respondents indicated being full-time students. A similar number considered their employment
enrollment status (273; 18.6%) and education enrollment status (270; 18.4%) to be part-time.
While over 70% were enrolled as a student in some capacity, the sample bulk answered
that the highest education they had attained was secondary school or less (864; 58.9%), followed
by those with a bachelor’s or higher (393, 26.8%). Many participants reported lower monthly
incomes compared to the few reporting higher ones, seen with a large number of 491 (33.5%)
making under $100 per month compared to the few 46 (3.1%) making over $900 per month.
Responses illustrated a majority of participants held some degree of value to religion, as their
answers showed they found religion to have a very important (712; 48.5%) or somewhat
important (616; 42.0%) role in their life. In terms of their association with depression, most of
these characteristics had a p-value over the significance threshold of 0.050 and thus did not
appear be statistically significant (Table 1). There was a higher prevalence of depression among
adults compared to adolescents, and an inverse association between the importance that religion
had with depression.
Within Table 2 are the results of the individual associations between sexual orientation
disclosure, social support, and IPV experiences with depression outcomes. Across the various
social groups, a third of respondents consistently disclosed to everyone. Disclosure to “All” was
found to be highest particularly among “Family members” (37.4%) while lowest among “Friends
outside school/work” (28.1%). Disclosure trends were found to be the most comparable among
“Friends outside school/work” and “Teachers or Boss” groups, with 28.1% vs 30.0% disclosing
to “All” and 71.9% vs 70.0% disclosing to “Not everyone”. A common trend of higher
prevalence of depression was found among those who had “Not [told] everyone” for all four of
the social groups. The highest prevalence of depression was among those who did not disclose to
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all “Teachers or Boss” (59.7%). Notably, all social groups had a statistically significant
association between full disclosure and lower prevalence of depression (p<0.050), except for that
among “Family Members” (p=0.052).
The bulk of respondents (43.9%) were categorized with low social support. Those with
low social support were also seen to have the highest prevalence of depression (65.1%), while
those with high social support had the lowest prevalence (46.4%). At 71.9%, the majority of
respondents did not report any experience with IPV, followed by the 15.1% who reported IPV
history as “Both” a perpetrator and victim. Despite those who identified as “Victims” comprising
the second smallest group at 108 (7.4%), they had the highest prevalence of depression (69.4%).
This stands in contrast to the 53.6% prevalence of depression among those with no IPV
experience. The association between social support and depression along with types of IPV
experiences and depression were both seen to be statistically significant with p-values of <0.001
and 0.002.
In table 3, the results of the unadjusted and adjusted analyses are presented. The lowest
odds of depression based on full disclosure was amongst “Friends outside school/work” (OR
0.64; 95% CI 0.51-0.81) and “Teachers or Boss” (OR 0.63; 95% CI 0.50-0.79). If a person had
higher social support, this trended with lower odds of depression (Table 3). No statistically
significant associations were found for experiences of being only a perpetrator of IPV (OR 1.05;
95% CI 0.67-1.65), but the highest statistically significant association for depression was among
those with experiences as victims only (OR 1.97; 95% CI 1.28-3.02) (Table 3). Following
adjustment for sociodemographic variables, there was no significant alteration in the ORs (95%
CI) for full disclosure to all four social groups, social support levels, or IPV Types (Table 3).
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Table 4 describes the results of analysis looking at the association between sexual
orientation disclosure and social support (Table 4). A pattern appeared amongst those
categorized with low social support, as the majority in this group did not disclosed to everyone,
regardless of the social group. As social support levels increased, the percentage of individuals
who disclosed to all in each social group steadily increased as well (Table 4). The most similar
percentages of people who indicated that they had disclosed to all and those who had not were
amongst people with “high” social support. Disclosure to all appeared highest among “People in
school/work” for people with “high” social support and appeared lowest among “Friends outside
school/work” for those with “low” social support. In all social networks, the association between
sexual orientation disclosure and level of social support was statistically significant (p<0.001).
There were consistent trends found in analysis for the associations between disclosure to
different social groups and participant IPV experiences (Table 5). One notable trend among
“People in school/work”, “Friends outside school/work”, and “Teachers or Boss” was that about
30% of people continually disclosed their sexual orientation to everyone in those groups.
Participant disclosure to everyone was highest among “Family members”, increasing slightly to
approximately 40%. Regarding IPV experiences, the bulk of respondents reported no
engagement with IPV in the previous 6 months, and disclosure patterns of telling everyone
generally did not differ according to IPV experiences. A separate trend of note was that those
who had not told everyone their sexual orientation were found to always have higher reports of
IPV experiences. Disclosure towards everyone in the “Family members” group was highest but
all IPV experiences were contrastingly lowest among those who had not told everyone. The
lowest reports of disclosure to all were among “Friends outside school/work”, and for those who
did not tell everyone, they had the highest reports of IPV experiences compared to other groups.
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None of the calculated p-values were lower than the significance threshold of p = 0.050,
indicating no statistically significant associations with IPV experiences across any social group.
The adjustment for sociodemographic characteristics, social support, and IPV type was
completed among “People in school/work” (Table 6), “Friends outside school/work” (Table 7),
“Teachers or Boss” (Table 8), and “Family members” (Table 9). These tables contain three
models that all adjusted for sociodemographic characteristics, and only differed based on the
inclusion of a social group, levels of social support, or IPV experiences. Compared to the
unadjusted analysis of factors associated with greater odds of depression, adjustment for social
support in all the networks raised the OR for full sexual orientation disclosure. “People in
school/work” had an elevated OR of 0.84 (95% CI 0.66-1.06), but adjustment for IPV
experiences produced no significant change from the unadjusted analysis (OR 0.72; 95% CI
0.57-0.90) (Table 6). The OR for depression among “Friends outside school/work” significantly
rose to 0.76 (95% CI 0.59-0.97) with social support adjustment, however no significant change
resulted from just types of IPV being accounted for (OR 0.64; 95% CI 0.50-0.81) (Table 7).
Social support adjustment among “Teachers or Boss” also showed an elevated, significant
association for depression risk (OR 0.73; 95% CI, 0.57-0.93), while adjustment for IPV showed
no change in OR compared to unadjusted analyses (Table 8). Similarly, this upward trend was
apparent among full disclosure to ones “Family members” (OR 0.91; 95% CI 0.73-1.15) (Table
9). A fully adjusted model among all four social groups included every study variable of interest,
and consistently resulted in a full disclosure OR that closely compared to the individual ORs that
were focused on social support adjustment.
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Discussion
This study demonstrates strong supporting evidence that among Thailand MSM, there are
independent associations between full sexual orientation disclosure, different IPV experiences,
and social support with the outcome of depression. We conceptualized that full disclosure would
inspire multiple connections with other people, resulting in networks that cement healthier
relationships. As expected, full disclosure was associated with greater levels of social support,
which in turn was associated with lower odds of depression, thus supporting the hypothesized
mediation pathway. In contrast, although being a victim of IPV was associated with greater odds
of depression, IPV experience did not vary by disclosure status, and thus was not a mediator.
Studies have reported that increased “outness” to others can result in elevated selfacceptance, authentic living, and reduced distress.2,31–33 The increase in disclosure itself likely
comes with strengthened social networks due to healthier friendships and avenues upon which
people can express themselves. Not telling all those in any of the social groups was associated
with increased depression outcomes. This makes sense as people who already anticipate being
discriminated against or not welcomed may selectively choose to be “out” to only particular
people. Of special note was that among “Family members”, full disclosure did not appear to have
any statistically significant association with depression (p=0.052). It may be the case that while
people do look to familial ties for acceptance, the fear of rejection may influence their ability to
open up. This can shape their decision to shelter and protect themselves from being hurt by
family members. If these individuals are able to gain respect and value from other groups of
peers, then it is likely that this type of support may be substantial enough to buffer against any
struggles related to the lack of family related disclosure.
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Understanding whether or not certain environments are safe for self-expression becomes
heightened through a perceived awareness of social support and cultural attitudes within those
spaces. Interestingly, among the bulk of respondents who were categorized with low social
support, 65.1% had depression. This prevalence was seen to trend downwards as social support
levels increased, which is consistent with other studies that applied the same social provisions
scale that this study did to conceptualize and measure self-perceived community engagement.
Higher support levels in this particular study, as well as in others, suggest that someone who has
a notable level of social worth tend to have positive self-reliance and greater quality of social
connections.27,34,35 With a greater belief that one’s community is understanding and willing to
accept one’s sexual orientation, this can lead others to identify allies in their surrounding
networks and be protective against depression.
A distinct association between IPV experiences and depression was shown by the OR for
those who were only perpetrators of IPV being practically 1.00. Thus, this group of “perpetrator
only” individuals did not have a significantly higher odds of depression compared with those
with no IPV experience. The experience of being a victim of IPV – alone and even when coupled
with being a perpetrator – is associated with the outcome of depression. This aligns with a
previous study that found poor self-perceived health status to be twice as likely among same-sex
victims compared to female opposite-sex victims.36 We originally believed that telling everyone
in a social group would safeguard upon IPV, as greater disclosure typically aligns with having a
surrounding community that is understanding and willing to accept one’s sexual orientation. We
anticipated that increased self-acceptance would create bonds with allies able to aid against
potential risk factors for IPV, however results did not support this.
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The percentage of individuals indicating full disclosure did not change in any meaningful
manner based on IPV experiences. There additionally were no statistically significant
associations across any of the four groups with recent history of IPV, illustrating that the type of
networks one opens up to do not appear to affect IPV instances of involvement. A number of
triggers can predispose same-sex and opposite-sex couples to IPV in a similar manner, including
general stressors like financial hardship and alcohol use, but there are some that are more
specific to same-sex couples. These same-sex factors include internalized homophobia, and
discrimination based on homophobic or racist attitudes.13,37,38 In addition to engendering anxiety,
negative self-image, and shame, IPV risk factors also can heavily contribute to individual
discomfort with one’s sexual identity. If these stressors remain unresolved, then they can
compound, become chronic, and work in conjunction towards increasing predisposition to
engagement in IPV experiences.
To determine the potential combined impact of social support and IPV, logistic
regression analysis was put forth individually for each social group. We determined several
consistent trends amongst all groups, one being that adjustment for level of social support and
sociodemographic variables led to a noteworthy elevation of the full disclosure OR towards the
null. This adjustment altered the 95% CI for full disclosure OR amongst “People in school/work”
and “Family members” to contain 1.00, notifying the lack of any significant difference in
depression between those who have and have not disclosed to all. Conversely, adjustment for
only IPV and sociodemographic variables did not alter the full disclosure OR for any group. The
full model analyses simultaneously adjusted for level of social support, IPV, and
sociodemographic variables. Generally, this did not alter the full disclosure OR across any social
group compared to when only social support and sociodemographic factors were adjusted for.
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There were additionally no noteworthy alterations in the “medium” and high” social support ORs
or those for all IPV types.
Social support on its own is the most protective factor in combating depression in Thai
MSM. This variable ultimately plays a significant partial mediation role in depression outcomes,
especially compared to IPV experiences which do not affect disclosure behaviors. Social support
on its own did not raise the 95% CI range for full disclosure OR amongst all social groups, and
thus cannot be considered a complete moderator. There remain other variables that may be
moderating depression outcomes, and thus future research should expand to include behavioral
or sociodemographic characteristics of risk factors such as alcohol, drug use, sexual behavior
practices. Despite the lack of support for there being a significant association between social
support levels and frequency or type of IPV experiences, they remain independently associated
with the depression outcomes among Thai MSM.

Limitations
There are some limitations of note within the analysis in this study. The first being the
cross-sectional design of the project. There may be a possible reverse causality between sexual
orientation disclosure and social support, with increased disclosure contributing to strong
community ties or vice versa. The second limitation is that survey distribution only occurred
through internet and web-based applications, narrowly excluding individuals who may not have
stable internet access. This should be highlighted in consideration of how over 50% of
respondents were categorized as having a monthly income less than $150 (Table 1). Individuals
may not be able to afford reliable internet access, and thus would likely depend on other avenues
to network with other MSM aside from the social gay-network apps this study was marketed on.
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The vague wording surrounding survey questions for sexual orientation disclosure is another
limitation, since asking participants to self-report whether they had disclosed to all or not left
room for interpretation. People may have distinct perceptions about their disclosure status among
various social groups, ultimately influencing the prevalence of depression outcomes. For
example, an individual might respond “Yes, told or expressed it to everyone (1)” among a
particular social group, but it is difficult to gauge whether they truly told everyone in that group
or if they only believed that they had. The ambiguity surrounding respondents’ answers is
attached to the other answers such as “Yes, told or expressed it to most people (2)” and “Yes,
told or expressed it to some people (3)”, as there is no clear discernment between what one might
consider telling “some” or “most”. This leads into the next limitation of minimal emphasis on
differentiating between the importance of who someone disclosed to in a social group.
It is possible that the reason some individuals choose certain people to not to disclose to
such as a teacher, boss, or classmate is because they do not see it as important, or they may not
seek acceptance from those individuals. Certain social settings, such as work or a classroom,
may not be viewed as appropriate areas where discussion regarding one’s sexual orientation
arises. Regardless of cultural attitudes towards one’s sexual orientation, individuals may not be
interested in having that information told to them. A final potential limitation is that a person
may already anticipate they will not be accepted by a particular group, thus impacting their
decision to even disclose their sexual orientation in the first place. They may be entirely
comfortable with their identity and choose to be selective about who they disclose it to out of
consideration for job security or even perceived negative reception.
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Future Directions
The findings in this study provide strengthened evidence of the impact that differences in
supportive networks can have on mental health outcomes. In addition, they provided a wider
consideration for how people may have different IPV experiences, either as a perpetrator, victim,
or both, and how that shapes health outcomes of depression. MSM communities still face
adversity and challenges that effect their long-term health outcomes, even if they do live in what
is considered an extremely tolerant and gay-friendly city. Perhaps with greater distinctions
between social groups, an expansion of questions about sexual behaviors, self-confidence, and
heteronormative pressures, we can increase awareness on ways to mitigate depressive mental
health outcomes. Most research surrounding IPV focuses on experiences specific to heterosexual
couplings, and thus this exploration for same-sex couples has the potential to expand our
understanding of the prevalence among Thai MSM and which IPV type is most common. This
can prove particularly useful for future researchers and policymakers who may attempt to create
programs tailored to preventing IPV and general increased societal awareness. The locationspecific nature of these disclosure trends also fills in a gap in our understanding surrounding the
unique adversity that Thai communities may face. It may prove useful for subsequent analysis to
compare disclosure and IPV prevalence in other surrounding Asian countries for greater
perception of cultural differences and patterns.
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Conclusion
This secondary data analysis was able to present significant findings regarding the multiple
intersecting pathways of disclosure around sexual identity, social support, IPV, and the distinct
impacts they have on mental health (Figure 2). If someone reports disclosing fully to others, this
has a positive association with improved mental health outcomes and social support, however,
does not impact experiences of IPV. Social support levels and types of IPV experiences among
Thai MSM do not have any bi-directional or uniliteral impact on another. Despite this, there are
distinct, independent associations that higher social support and victim specific experiences of
IPV have on depression outcomes. This study effectively builds on previous inquiries by
distinguishing between IPV types and proves even more valuable by doing so in a SoutheastAsian country that has received little attention for IPV studies.
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Figures

Figure 1. Hypothesized model of the pathways by which sexual orientation disclosure impacts
emotional health. 1 – the effect of sexual orientation disclosure on emotional health. 2 – the
effect of sexual orientation disclosure on social support. 3 – the effect of social support on
emotional health. 4 – the effect of sexual orientation disclosure on IPV experiences. 5 – the total
association between individual social support and IPV experiences. 6 – IPV experiences
association with emotional health outcomes.
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Figure 2. Model of the demonstrated associations between full sexual orientation disclosure, IPV
experiences, level of social support, and the emotional health outcome of depression.
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Tables
Table 1. Baseline sociodemographic characteristics among MSM study sample (N = 1468)
and their associations with depression
Characteristic
N (%)*
N (%) Depressed
P-value†
Where do you live
0.610
Bangkok
586 (39.9)
336 (57.3)
City other than
531 (36.2)
297 (55.9)
Bangkok
Regional center/town
277 (18.9)
148 (53.4)
Rural or remote area
74 (5.0)
45 (60.8)
Age
0.018
15-17
181 (12.3)
87 (48.1)
18-24
1287 (87.7)
739 (57.4)
Sexual Orientation
0.214
Gay
1209 (82.4)
668 (55.3)
Bisexual
217 (14.8)
131 (60.4)
Heterosexual/straight
42 (2.9)
27 (64.3)
Employment Status
0.283
Full-time
383 (26.1)
203 (53.0)
Part-time
273 (18.6)
153 (56.0)
Not working
812 (55.3)
470 (57.9)
Education Enrollment
0.091
Status
Full-time student
813 (55.4)
445 (54.7)
Part-time student
270 (18.4)
168 (62.2)
Not a student
385 (26.2)
213 (55.3)
Highest Education
0.649
Completed
Secondary or Less
864 (58.9)
493 (57.1)
Vocational
211 (14.4)
113 (53.6)
Bachelor’s or Higher
393 (26.8)
220 (56.0)
Income per month
0.273
< $100
491 (33.5)
272 (55.4)
$101 - $150
248 (16.9)
144 (58.1)
$ 151 – 300
341 (23.2)
205 (60.1)
$ 301 – 450
205 (14.0)
114 (55.6)
$ 451 – 600
89 (6.1)
46 (51.7)
$ 601 – 900
48 (3.3)
20 (41.7)
> $900
46 (3.1)
25 (54.4)
Importance of Religion
<0.001
Very important
712 (48.5)
363 (51.0)
Somewhat important
616 (42.0)
375 (60.9)
Not important
140 (9.54)
88 (62.9)
* Column percentages may not sum to 100% due to rounding.
†
P-value for the χ2 test.
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Table 2. Associations of sexual orientation disclosure and experiences of IPV with
depression
N (%)*
N (%) Depressed
Study Variables
P-Value†
(Total N = 1468)
(N = 826)
Social Group
People in school/work
0.002
All
491 (33.5)
249 (50.7)
Not everyone
977 (66.6)
577 (59.1)
Friends outside
<0.001
school/work
All
413 (28.1)
200 (48.4)
Not everyone
1055 (71.9)
626 (59.3)
Teachers or Boss
<0.001
All
440 (30.0)
212 (48.2)
Not everyone
1028 (70.0)
614 (59.7)
Family members
0.052
All
549 (37.4)
291 (53.0)
Not everyone
919 (62.6)
535 (58.2)
Social Support
<0.001
Low
644 (43.9)
419 (65.1)
Medium
376 (25.6)
199 (52.9)
High
448 (30.5)
208 (46.4)
IPV Type
0.002
None
1056 (71.9)
566 (53.6)
Perpetrator only
82 (5.6)
45 (54.9)
Victim only
108 (7.4)
75 (69.4)
Both perpetrator and
222 (15.1)
140 (63.1)
victim
* Column percentages may not sum to 100% due to rounding.
†
P-value for the χ2 test.
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Table 3. Unadjusted and Adjusted Associations for Individual Study Variables
Study Variables
Unadjusted OR (95% CI)
Adjusted* OR (95% CI)
Full Disclosure
People in school/work
0.71 (0.57, 0.89)
0.72 (0.58, 0.91)
Friends outside school/work 0.64 (0.51, 0.81)
0.65 (0.51, 0.82)
Teachers or Boss
0.63 (0.50, 0.79)
0.63 (0.50, 0.80)
Family members
0.81 (0.65, 1.00)
0.84 (0.67, 1.05)
Social Support
Low
1.00
1.00
Medium
0.60 (0.47, 0.78)
0.61 (0.47, 0.79)
High
0.465 (0.36, 0.60)
0.49 (0.38, 0.63)
IPV Type
None
1.00
1.00
Perpetrator only
1.05 (0.67, 1.65)
0.94 (0.59, 1.49)
Victim only
1.97 (1.28, 3.02)
1.89 (1.22, 2.93)
Both perpetrator and victim 1.48 (1.10, 1.99)
1.44 (1.06, 1.95)
* Adjusted for Table 1 variables
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Table 4. Associations of sexual orientation disclosure and social support (N=1468)
Social Support
Social Group
Low
Medium
High
People in school/work
All
Not everyone
Friends outside
school/work
All
Not everyone
Teachers or Boss
All
Not everyone
Family members
All
Not everyone
†
P-value for the χ2 test.

142 (22.0)
502 (78.0)

120 (31.9)
256 (68.1)

Pvalue†
<0.001

229 (51.1)
219 (48.9)
<0.001

109 (16.9)
535 (83.1)

94 (25.0)
282 (75.0)

210 (46.9)
238 (53.1)
<0.001

121 (18.8)
523 (81.2)

111 (29.5)
265 (70.5)

208 (46.4)
240 (53.6)

196 (30.4)
448 (69.6)

138 (36.7)
238 (63.3)

215 (48.0)
233 (52.0)

<0.001
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Table 5. Associations of sexual orientation disclosure and IPV (N=1468)
IPV Type
Social Group
None
Perpetrator
Victim
Both
Only
Only
People in school/work
All
347 (32.9)
26 (31.7)
40 (37.0)
78 (35.1)
Not everyone
709 (67.1)
56 (68.3)
68 (63.0)
144 (64.9)
Friends outside
school/work
All
287 (27.2)
24 (29.3)
33 (30.6)
69 (31.1)
Not everyone
769 (72.8)
58 (70.7)
75 (69.4)
153 (68.9)
Teachers or Boss
All
306 (29.0)
26 (31.7)
36 (33.3)
72 (32.4)
Not everyone
750 (71.0)
56 (68.3)
72 (66.7)
150 (67.6)
Family members
All
385 (36.5)
29 (35.4)
44 (40.7)
91 (41.0)
Not everyone
671 (63.5)
53 (64.6)
64 (59.3)
131 (59.0)
†
P-value for the χ2 test.

Pvalue†
0.757
0.616

0.607
0.516
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Table 6. The adjusted associations between sociodemographic characteristics, social
support, and IPV factors among people in school/work
Study Variables
Model 1*
Model 2**
Model 3***
Full Disclosure
People in
0.84 (0.66, 1.06)
0.72 (0.57, 0.90)
0.83 (0.65, 1.05)
school/work
Social Support
Low
1.00
1.00
Medium
0.62 (0.48, 0.81)
0.61 (0.47, 0.80)
High
0.51 (0.39, 0.67)
0.51 (0.39, 0.66)
IPV Type
None
1.00
1.00
Perpetrator only
0.93 (0.59, 1.49)
1.02 (0.64, 1.64)
Victim only
1.91 (1.23, 2.96)
1.95 (1.25, 3.04)
Both perpetrator
1.45 (1.07, 1.97)
1.46 (1.08, 1.99)
and victim
* Adjusted for Social Support and Table 1 variables
** Adjusted for IPV type and Table 1 variables
*** Adjusted for all variables
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Table 7. The adjusted associations between sociodemographic characteristics, social
support, and IPV factors among friends outside school/work
Study Variables
Model 1*
Model 2**
Model 3***
Full Disclosure
Friends outside
0.76 (0.59, 0.97)
0.64 (0.50, 0.81)
0.75 (0.58, 0.96)
school/work
Social Support
Low
1.00
1.00
Medium
0.62 (0.48, 0.81)
0.62 (0.47, 0.81)
High
0.53 (0.41, 0.69)
0.53 (0.40, 0.69)
IPV Type
None
1.00
1.00
Perpetrator only
0.95 (0.59, 1.52)
1.03 (0.64, 1.65)
Victim only
1.92 (1.24, 2.98)
1.96 (1.26, 3.06)
Both perpetrator
1.47 (1.08, 1.99)
1.47 (1.08, 2.00)
and victim
* Adjusted for Social Support and Table 1 variables
** Adjusted for IPV type and Table 1 variables
*** Adjusted for all variables
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Table 8. The adjusted associations between sociodemographic characteristics, social
support, and IPV factors among teachers or boss
Study Variables
Model 1*
Model 2**
Model 3***
Full Disclosure
Teachers or Boss
0.73 (0.57, 0.93)
0.63 (0.49, 0.79)
0.72 (0.56, 0.92)
Social Support
Low
1.00
1.00
Medium
0.63 (0.48, 0.82)
0.62 (0.48, 0.81)
High
0.53 (0.41, 0.69)
0.53 (0.41, 0.69)
IPV Type
None
1.00
1.00
Perpetrator only
0.95 (0.59, 1.52)
1.03 (0.64, 1.65)
Victim only
1.93 (1.24, 3.00)
1.97 (1.26, 3.08)
Both perpetrator
1.46 (1.08, 1.99)
1.47 (1.08, 2.00)
and victim
* Adjusted for Social Support and Table 1 variables
** Adjusted for IPV type and Table 1 variables
*** Adjusted for all variables
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Table 9. The adjusted associations between sociodemographic characteristics, social
support, and IPV factors among family members
Study Variables
Model 1*
Model 2**
Model 3***
Full Disclosure
Family members
0.91 (0.73, 1.15)
0.83 (0.66, 1.04)
0.90 (0.72, 1.14)
Social Support
Low
1.00
1.00
Medium
0.61 (0.47, 0.80)
0.61 (0.47, 0.79)
High
0.49 (0.38, 0.64)
0.49 (0.38, 0.64)
IPV Type
None
1.00
1.00
Perpetrator only
0.94 (0.59, 1.50)
1.03 (0.64, 1.65)
Victim only
1.90 (1.23, 2.95)
1.95 (1.25, 3.04)
Both perpetrator
1.45 (1.07, 1.97)
1.46 (1.08, 1.99)
and victim
* Adjusted for Social Support and Table 1 variables
** Adjusted for IPV type and Table 1 variables
*** Adjusted for all variables
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